EWM Diagnostic
Program - Cervical

-How EWM can help your clients with
abnormal Pap tests

-What your office needs to do
EVERY WOMAN MATTERS




o o
Diagnostic
Diagnostic Enroliment is for women with abnormal Pap
Prog I'CI m o tests or visible cervical lesions suspicious for cervical

° cancer within the last 6 months who are in need of
cerVI C q I further testing to diagnose whether or not cervical

cancer is present.

Who can enroll?*

Not for women with abnormal bleeding, endometriosis,
or to diagnose any other gynecological cancer or

condifion.




Who can enroll in
the EWM
Diagnostic
Cervical
Program®e

Age:
Income:

Insurance:;

Citizenship:

Health
Status:

21-74 years old

Must meet income guidelines
(see slide 16 for details)

Women with insurance are eligible
for the EWM Diagnostic program (but
ineligible for screening). See slide 9.
Uninsured women are eligible for the
diagnostic program as well.

Must be US Citizen or
Permanent Resident (See slide 15)

Must have had abnormal
cervical screening and in need
of services to diagnose
whether or not cervical cancer
IS present


https://dhhs.ne.gov/Documents/EWM_Income_Guidelines.pdf
https://www.uscis.gov/sites/default/files/document/guides/GreenCard_Comparison_EN.PDF

What EWM covers— cervical services

Depends on results of Pap test:
Colposcopies

Endometrial biopsies ONLY FOR THOSE WITH AGC PAP
Consultations



What EWM covers depends on Pap
test result, HPV result, age of client

Unsatisfact HPW- HPV 16/18 HPV-
AS-CUS f LSIL AS-CUS f LSIL ASC-H J HSIL
Date__
Negative Pan Date___ /[ Date___ / § Date__ /| Dat=e_ J/ § | Dawe__f [ | Dawe___ S & Date__ [ Date__ J
Cervical lesion IHPY unknown or DiColposcapy w/ | DImmediate D Expedited DTreatment
I Colposcopy with “JRepeat HPV HPV- Repeat cytology | “YRepeat HPV at | Biopsy [biopsy diagnostic LEEP Treatment or Colposcopy with referral to OB/GYN
biopsy testing in 1 year in 2-4 months [not 1 year results <CINZ for Pap and colpo | Colposcopy with bicpsy + ECC and
DOs: {4/ | (must re-enroll in eligible for S-year CIN 3 risk result discrepancy | B12PsY Acceptable o _ Complete page 4:
State Pap Program If | colposcopy) is 2.9% 1-year pos:  f f ﬁé’?%ﬂls“ bi Endc:m strizl Cervical Cancer
under 40 Repeat co- follow-up) ' I 1opsy Tregtment Section
1esting at 1 year Dos:__J__ /| ORepeat TColposcopy with | DBoth to be done on
JRapeat co-testing colposcopy in 1 biopsy the same day
in 1 year (must re- Nf HPW 16 or 18 JRepeat HPW at 1 | year racommendead Dos: /4
enroll in State Pap Colposcopy with DRepaat cytology in year interval {4-24%: CIM 3 risk)

Program if under 40)

C3IFHPY 16 or 18
Colposcopy with
bicpsy

DOs: / S

biopsy
DOosE: f /

2-4 months
{na HPV test allowed
per guidelines)

D Colposcopy with
biopsy
DOs: / /

I Repeat HPY at 3
year interval

DImmediate
diagnmostic LEER for
Pap and

colpo discrepancy

DOS: __ /|

Repeat HPW test 6

months

3Endometrial and
endocervical
sampling

e A

IColposcopy
pos: [/ 4




Services EWM does NOT cover

Any gynecological procedure NOT due to abnormal pap
Post-menopausal bleeding
Abnormal periods
Abnormal discharge
Endometriosis

Pelvic Ultrasounds

CT scans

Most other biopsies
Cervical cancer treatment

Please Note: This is not an exhaustive list.



Enrolling Clients




Who can enroll clients infto EWM

Cervical Diagnostic Program?

You can! We'll show you how!

We call this process “enrolling clients YQ}.I’___;‘CGn Do It!
diagnostically” e,

Any EWM confracted provider can
enroll clients diagnostically

Clients do NOT have to be previously
enrolled in the program




What if a client has insurance?¢

Many EWM Diagnostic clients have health insurance but still need our program to cover
exira costs:

>

vV v v Vv

Having Health Insurance is OK!

Client is still eligible for the EWM Cervical Diagnostic Program
Must meet all other program criteria

Is not eligible for EWM Screening Program unless insurance does not pay for preventive services

EWM will cover costs that insurance does not pick up

Enroll her diagnostically



https://dhhs.ne.gov/Pages/EWM-Screening.aspx

How do | enroll clients?
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Who/what is this form for?

This form is to be used : }
M “e=\/°“a““
ONLY for women with an

resting at 1 year

Oftepeat co

abnormal Pap test or
abnormal cervical

o
s

screening or that are in
need of further testing to

blapsy
00s:
Physidan:
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diagnose whether or not L e  Hif
cervical cancer is s | EHE

present.
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https://dhhs.ne.gov/Documents/EWM_Cervical_Dx.pdf
https://dhhs.ne.gov/Documents/EWM_Cervical_Dx.pdf
https://dhhs.ne.gov/Documents/EWM_Cervical_Dx.pdf

Where 1o find our forms

Admin ion s Licensing si
& Support & Offices & Regulations a s s Data Wellness Records

Provider Information & Forms < Back o

Women's and Men's Health

F rm n Wn | Subscribe For Updates
orms can be do oaded m—

» More

and printed out from here:

Colon Cancer Awareness &
' I I I ' l Prevention
WWW d h h S n e q OV/eW for S Every Woman Matters Enrollment Age and Income Guidelines Update:
° ° ° Starting November 1, 2023, Every Woman Matters has changed its enrollment age from 40 Crevier InfEmmeien &
years of age to 35. It has also increased the Federal Poverty Income Guidelines from 225%

~

Forms

o
to 250%. Prevention in Communiti

.
B OO km O rk Th IS p O g e ! The program will Provider Participation Manual, Fee Schedules and Income Guidelines

General Forms

Cer\/icgl DiOg nOSTiC forms Ore 'Diagnostic Enrollment/Follow-Up and Treatment Forms
available in English and

Diagnostic Reference Quick Guide

Spanish
O n |S Breast Diagnostic Enrollment/Follow-Up Treatment

»

English
. Spanish
| nSTrU CTIO ns Ore no |Onger Breast Diagnostic Instructions

printed as part of the form but e B
can be found online

Cervical Diagnostic Instructions

Client Informed Refusal Form



http://www.dhhs.ne.gov/ewmforms
https://dhhs.ne.gov/Documents/EWM_Cervical_Dx.pdf
https://dhhs.ne.gov/Documents/EWM_Cervical_Dx_Spanish.pdf
https://dhhs.ne.gov/Documents/EWM_Cervical_Dx_Instructions.pdf

CERVICAL DIAGNOSTIC ENROLLMENT
Follow Up & Treatment Plan for Women 21-74 J

PROVIDER NOTES:
+  Clients with insurance MAY STILL BE ELIGIBLE for diagnostic services.
*  If client is currently enrolled for screening services complete ONLY the name and DO on
pages 3 and 4
. DiaFn ic form instructions may now be found online at dhhs.ni }DVJ"EWI’H'CI[I’HS
nts - NOT eligible for screening or diagnastic procedures (see Transgender Policy pg 73
and pg &0 in the Wemen's & Men's Health Program Frovider Porticipation Manual]

Please answer each question and PRINT clearly!

pres

NEBRASKA

First Name: Middle Initial: Last Name:
Maiden Name; Marital Status: 23ingle DMarrizd JDivorced OWidowed
Gender: JFemale Transgende: Do you identify as: DHeterosexual Jlesbian DBisexual DGay

r
QFemale 1o Male
OMale to Female

Address:

Birthdate: / / Sacial Sacurity #: 2 2 Birth place _
Ty S e G CoUTY ST
Apt #
City: County: Stata: Zip:
Homa Phonat | ). Wark Phone: | ). Call Phone: | )

¥es | want 1o recaive program i on by email. Email:

Preferred way of Contact?s DHome Owork OCail s it okay to text your cell phone?  Dves ONo

Contact person:

Phone: | ) SHome Owork Jcall

Are you of Hispanic/Latina|o) origin?
Jves Omo Cunknown

what is your primary language spoken in your home?
JEnglish  Dspanish  Dvistnamese
Jother

What race or ethnicity are you?  foneck o baws 1ot o
Zamerican Indian,/alaska Mative
Tribe.
IBlack/african Amencan
JMexican american
Dwhite
Dhsian
JPacific Islander,Native Hawaiian
Jother,
Junknown

Are you a Refugee? D¥es TNo DDK*
ifyas, whars from s
Highest level of education completed:
O<gth grade Some high schoal
OHigh school graduzte or aquivalent
2 some college or higher 20on't know
D Don’t vant to answer

How did you hear about the program:
DDoctor/Clinic
Dagency
DNewspaper/Radio/Tv
DFamily/Friend
1am a Current/Frevious Client
2 community Health worker
Dother

Have you ever had any of the following tests?:

Paptest Oves DNo ODK*
Brevious/Prior Pap testDate ____/_
The result: DMormal Dabnormal DK*
HPV test Dves ONe DDE*
Previous/Prior MRV testDate ___ /[
The resuit: normal Dabnormal 20K

Have you ever had a hysterectomy
{removal of the uterus]? Oves DNo ODE'
2a. 'Was your cervix removed?  Oves DNo  ODE*

2b. Was your hysterectomy
to treat cervical cancer? Oves DNo ODE'

T T

Have you ever had cervical cancer?
Mo Dves DDK* ‘when /. /

Mammegram Tves INo DDK'
Frevious/Prior Mammogram Date |
The result: DNormal Dabnormal D0E*

Has your mother, sister or daughter ever had
breast cancar? DYes TNo TDK*

Have you ever had breast cancar?
TIMo Dves DDK* When: / /

1-Enrolimant

Continue to Page 2 =% =

oy

Please check the date in the top right corner

We prefer forms dated 2015 or later

The newer the better - these forms change
frequently as our program eligibility evolves

Always go to the website for most updated
version



Enrolling Clients-
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Enrolling Clients Diagnostica
— Patients not yet enrolled in EWM

Your client does not have to be currently enrolled in
Every Woman Matters to use the diagnostic form.

with an abnormal Pap test may be enrolled
iImmediately by using this form as long as they:

meet the income guidelines

meet citizenship requirements

have abnormal screening results within the last 6
months.

CERVICAL DIAGNOSTIC ENROLLMENT B eSO
Follow Up & Treatment Plan for Women 21-74 j

PROVIDER NOTES:

Ciients with insurance MAY STILL BE ELIGIBLE for diagnostic services.

If client is currently enrclled for screening services complets ONLY the name and DOE on

pages 2and 4.

Diagnostic form instructions may now be found online at dh hs.ne.;ovfawm(ulms

Male clients - NOT eligible for screening or diagnostic procedures [see Transgender Policy pg 73
ond pg 80 in the Women's & Men's Heaith Program Frovider Porticipation Maruof)

Please answer each question and PRINT clearly!

First Name: Middle Initial: Last Name:
Maiden Name: Marital Status: 23ingle DMarried 2Divorced DWidowed
Gender: JFemale OTransgends Do you identify as: DHeterosesual Dlesbian ZBisexual 2Gay

r
ZFemale 1o Male
IMale to Female

Birthdate: / / Sacial Security #: 3 . Birth place _
Ty S et G SR ST
Address: Apt. #

City: County: State: Tip:

Home Phonat | ) Work Phone: | ) Cell Phone: )
Praferrad way of Contact?: DHoma Owork Ocell Isit okay to text your cell phone? Oves No
ves | want 1o recaive program i by emall. Email:

Contact parson:

Phone: | | DHome Owork Dcell

Are you of Hispanic/Latina(o) origin? Are you a Refugea? T¥es INo DK

Tves ING DuURknown Hyes, whars from: oy
What is your primary language spoken in your home? Highest level of education completed:

CEnglish  DSpanish | DVietnamese D<sth grade “I5ome high school

othar, TIHigh school graduste or aquivalent

“25ome college or higher Z20on't know

‘Whal race or ethnicity are you?  (crecy on saves tat agey) “3Don’t want to answer

american Indian/alzska Natve

Tribe, How did you hear about the program:

DJBlack/african Amerncan D Doctor/clinic

Jhdexican &merican Tagency

Jwihite INewspaper/Radic/Tv

Dasian “Family/Friend

JPacific Islander/Native Hawaiian 31 am a Currant/Previous Client

Jiother, 2Community Health worker

Junknown 20ther

Have you ever had any of the following tests?:

Pap test ves ONe DK Have you ever had cervical cancer?
Previous/Prior Pap testDate ____/_ ONo Dves DOK* Wheni___ [
The result: Normal D Abnormal DK
Mammegram TYes Mo DDK*
HPV test Oves ONo DDK* Frevious/Prior Mammogram Dste
PrEVioUs/Prior HPY 185T Date £ . The result: “normal Oabnormal JDE*
The resuit: DmNormal Jabnormal J0K* .
tas your mother, sister or daughter ever had
Have you aver had 2 hysterectomy breast cancer? D¥es OMo ODK*
(removal of the uterus]? DYes DNo DK
2a. Was your cervis removed?  Tves DNo DK* tiave you ever had breast cancer?
2b. 'Was your hysterectomy OMo DYes DDK*  when:__ f [/
1o treat cervical cancer?  DiYes Do DK

OTHER
— M ettt

1-Enroliment Continue to Page 2 == = e




Enrolling Clients Diagnostically

— Patients not yet enrolled in EWM

Your client does not have to
be currently enrolled in Every
Woman Matters to use the
diagnostic form.

Clients 21-74 with abnormal
Pap tests may be enrolled
immediately by using this form
as long as they:

meet the income

guidelines Eligible clients must be within ?50% of the Federal Clients must comply with Neb. Rev. Stat. §§4-108
meet citizenship Poverty Guidelines. through §§4-114, being either a
requiremen’rs Current income guidelines can be found at s citizen or'Qua'Ilfled Alien t',lnderthe

hCive ObnOI’mCﬂ Screeﬂlﬂg https://dhhs.ne.gov/Documents/EWM Income Guidelines.pdf Federal Immlgratlon and Natlonallty Act.

results within the last 6 Qualified Aliens must submit a front and back
months. copy of their Permanent Resident Card with

their application.


https://dhhs.ne.gov/Documents/EWM_Income_Guidelines.pdf
https://www.uscis.gov/sites/default/files/USCIS/Green%20Card/GreenCard_Comparison_EN.PDF

Income

. . . . Women’s and Men’s Health Programs ...
9 Ul d e | INES Income Eligibility Scale
for Every Woman Matters
Effective November 1, 2023-June 30, 2024

Yearly Income Monthly Income
#::$:;TJ ' FREE $5.00 Donation #::,:::::; ! FREE $5.00 Donation

0-$14,580 $14,581-36,450 1 0-$1,215 $1,216-3,038
2 0-$19,720 $19,721-49,300 2 0-$1,643 $1,644-4,108
3 0-$24,860 $24,861-62,150 3 0-$2,072 $2,073-5,180
4 0-$30,000 $30,001-75,000 4 0-52,500 $2,501-6,250
5 0-$35,140 $35,141-87,850 5 0-$2,928 $2,929-7,320
6 0-$40,280 | $40,281-100,700 6 0-$3,357 $3,358-8,393
7 Call 1-800-532-2227 7 Call 1-800-532-2227

Ej) y M/’Lﬁﬂ/ MCKI Note: When Screening Cards are sent to clients, they will have an opportunity to make the suggested 55

donation back to the program to help women receive screening services.

301 Centennial Mall South ~ P.O. Box 94817 ~ Lincoln, NE 68509-4817
Toll Free: 800-532-2227 ~ Local: 402-471-0929 ~ Fax: 402-471-0913

Every Wonan Alatter www.dhhs.ne.gov/EWM

o NEBRASKA

‘ Funds for this project were provided through the Centers for Disease Control and Prevention Breast and Cervical Early Detection Program,
¢ wiell integrated Screening and Evaluation for Women Across the Nation, and Colerectal Cancer Screening Demonstration Program
Cooperative Agreements with the Nebraska Department of Health and Human Services.

it o wEAL T ANE) MLSLLN REEVICEY




Enrolling Clients Diagnostically
— Patients not yet enrolled in EWM

CERVICAL DIAGNOSTIC ENROLLMENT ‘ NEBRASKA

Follow Up & Treatment Plan for Women 21-74

Eioy Wi ot wa

PROVIDER NOTES:
+ Cllents with Insurance MAY STILL BE ELIGIBLE for clagnosticservces
i for

If e d the name and D& on

pages
o oot oem instructions may now b= found anline at dhhs ne.gov/=wmi

fon
alz clients - NOT elgibie for screaning or dagnostic procecures ee monsgender palicy pg 73
and pg 80 in the Wwomen's & Men's Heolth Program Provider Portiipation Manusi]

i soun - 20, sy

Please answer each question anc

First Name: Middle Initial

Waiden Name: Marital Status: 08

Gender: DFemale JTrans Do you identity 3s:
e o Mate L i
SMiale to Famale

Birthdate: / J Sacial Security #: «
Address:

City: County:

Home Phane: | ] Work Phone: | )
Preferred way of Contact?: OHome Owork Desll s it okay to text

ves Email

OHome Dwork 3G

Are you of ispani/Latialo] orign? areyol
ves o DUnknos it

What is your primary language spoken in your home? Highes]
Jenglish  Dsp istnamese 0
.

What race or ethaicity are you? _fcreck a baves thct oy
Damerican indian/lzske native

Biack /AT AR
Imesican amican

24
SPacihe slander/Hative Hawsin

Sother,
Sunkndwn

Hae you ever had any of the following test=2: "
e
m.m.j,-r.w Pap testDate____
The Stiermal B Abmormal 0K+

HPV test Dves DNe JDK* Previo
Previous/Prior KRV test Date I The res]
The result normal Dabnarmal oKt

Have you sver had 2 hystarectomy brea
fremoval of the uterus) Jves Omo DDkt
23 Was your cervix removed?  ves ONo  ODK* Have]
26 was your hysteractomy

totreatcervical cancer?  Oftes OMNlo_ ODK*

5

- e
)
H

1- Enroliment

Finish the section below... read the consent... check a box... then sign & date and you're done! A
¥ s st my e r p
riam e o my sz N
What is your household income before taxes? IWeekly IMonthly vearly Income: S
Plesie floie! Sef emaorec 38 1a w1t et incame Sfar taes
How many people live on thisincome? 21 02 23 24 25 06 27 08 28 210 011 012
Do you have insuranca?”  Ote: £y 218 Db o prape 5 rc e
L Oaneftio Coverage Sk e Ao D
*clients with insurance MOt 18 Yoverage ol
May STILL BE ELIGIBLE Qe O
Lo laCdedly e tasursnza wih of wkthont Medicsd Supplement
[
Informed Consent and Release of Medical information
B Youmust read snd sign this pags to be a part of the Every Woman Matters Program
© i e £
3
C i oty S 5 et wen o 52 8 part i sgram smymare
Rp—— prraneun e p :
+ i st 8 40T fenrsatage | ey b e ol s e ot sz
choesterol, dabetes, snd. e ek . Tnave t2hed weh my nemh cire prav Ge: showt Ene serazning

(5 and uncezand

L unceratana shat | may se sskecta nerease myleve: :
aetare [ mas yan s 1am snzmmgea e care priger ; 3

I ungertana that

tne cinic sooutnaw lwicinEm:-rm o e e e s

b g i

i e or e tosenece my seree

Bras o o parsanal soa meatn iy,
g : 8!

scrsaning anajarnasin szuceman matarats, |irow

1 mave witnaut gy my mailing seress s S |
f ness g

b hestn o prow o gl con give et o ey bres E £ oscw up crams, Sagrossic st
snlfor trestment s EU
© Teemin eoestbesin 3 s esth cae formation with my et
e previzers

iy oy S 1t may oe uce £ e me ko | neea Tolkow up eram

inetrar *

25 355G By EWM anor The Canier Tor Dsease Cants an reverion
¥ & parzcns: armen.

tner earmation mey ce usea

D) or 3y cutsce resmarcners 1o fear more

In ordler to be eligible for EWM you must be 3 UL.S. Citizen or a qualified alisn under the Fedzra! d
Nationality Act. Pleass chci which box appliss <o you.
+ For the purposs of complying with Neb. Rex Stat. 4-111{1]{b), | sttest as follows

he United S

D lam a citizen
oR

ederal Immigration and Nationality Act, 8 US.C. 1101 et seq,, 25 such act
fully present in the Unitad States. | am aftaching a front and back copy of my
5 documentation. (for sxample, Permanent Resident Card or A-Number/Alien Registration Number)

D |ama qualified slien under th
existed on January 1, o is

I hereby stisst that my response and the information provided on this form and 2ny relsted application for public
benefits re true, complete, and accurate and | understand that this infermation may be used to verify my lawful
presence in the United States.

Please Print Your Name (frst, middle, last] Your Signature

/
Date Vour Date of Birth

Enroliment - 2

Patients who have not yet enrolled in the program
must complete pages 1-2 of the CDIA with:

contact information
demographics

breast and cervical history
income and insurance
citizenship status

signature (date of signature should be the date of first
diagnostic service in order for it to be reimbursed)



Enrolling Clients

— Part Two
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Enrolling Clients Diagnostically

— Patients already enrolled in EWM

If your client meets the following criteria,

pages 1-2 of the cervical diagnostic form :
(CDIA) do not need to be completed or

retfurned:

Age 35-74 and has recently completed a Healthy
Lifestyle Questionnaire and had a EWM well
woman screening visit

Age 21-74 and is currently enrolled in the
State Pap Plus Program




NEW! Quick reference guides online!

Pages/EWM-Provid

Good Life. Great Mission.

Administration Licensing Assistance Children, Families Public Health & Vital
& Support & Offices & Regulations Programs & Seniors Data Wellness Records
. .
Provider Information & Forms «Back o

Women's and Men's Health

Subscribe For Updates

Go to www.dhhs.ne.gov/ewmforms

Colon Cancer Awareness &

Prevention

Every Woman Matters Enroliment Age and Income Guidelines Update: s Th ere is O C hec |<| iS-I- O n d G Refere n Ce

Starting November 1, 2023, Every Woman Matters has changed its enrollment age from 40
years of age to 35. It has also increased the Federal Poverty Income Guidelines from 225% Forms

T O —— Guide for eligibility for diagnostic
services so you don't need to have all
of this memorized

~

General Forms

»

'Diagnostic Enroliment/Follow-Up and Treatment Forms

Diagnostic Presumptive Eligibility Checklist

Diagnostic Reference Quick Guide Dio q n OST]C PreSU m DTive Eliqi bi | iT\/
Breast Diagnostic Enroliment/Follow-Up Treatment C h ec |<| iST

English

Spanish

Breast Diagnostic Instructions Di(] q n OS_I_iC Refere n Ce Q U ic |< G Uid e
Cervical Diag ic Enroll /Follow-Up Tr

English

Print them off for your clinic

Cervical Diagnostic Instructions

Client Informed Refusal Form



http://www.dhhs.ne.gov/ewmforms
https://dhhs.ne.gov/Documents/Diagnostic%20Presumptive%20Eligibility%20Checklist.pdf
https://dhhs.ne.gov/Documents/Diagnostic%20Presumptive%20Eligibility%20Checklist.pdf
https://dhhs.ne.gov/Documents/Diagnostic%20Reference%20Quick%20Guide%20-%20Providers.pdf

NEW - Quick reference

guid

10.

Diagnostic Presumptive Eligibility Checklist

Women ages 18 and up for breast cancer diagnostics after abnormal screening results that occured
within the last 6 months.

Women ages 21 and up for cervical cancer diagnostics after abnormal screening results that
occured within the last 6 months.

Clients ages 25-39 with documented personal history of BRCA1 of BRCA2 would be eligible for
annual breast MRI screening.

Breast or Cervical Cancer Diagnostic Form completed in its entirety
. Incomplete forms will be returned to the provider office

Income falls within Income Eligibility Scale
. Income eligibility scale is found on the Every Woman Matters website:

http://dhhs.ne.gov/EWMforms

Insurance coverage noted on form
. Patient may have private insurance and be responsible for co-pays and deductibles
. Patient cannot have Medicare part B or Medicaid

Patient is a U.S. citizen or gualified alien under the Federal Nationality Act

. Patient has marked the box attesting that they are as US citizen or qualified alien

. Copy of front and back of USCIS documentation provided with program form
(Permanent Resident Card)

Medical Release Form is signed and dated by patient (this also includes listing client date of
birth and printing client name).

Services provided follow program guidelines

. Guidelines are printed on Diagnostic Forms
. Program adheres to the current ASCCP Consensus Guidelines for Cervical Abnormalities
. Program adheres to the NCCN Screening and Diagnastic Guidelines for Breast abnormalities

The initial visit may be reimbursed by EWM if the provider determines that CBE is suspicious for
breast malignancy and additional tests are required to reach a final diagnosis.

Instructions for the Breast and Cerivical Diagnostic Enrollment Forms
can be found on the Every Woman Matters website:
http://dhhs.ne.gov/EWMForms

22 - Program Guidance

€S

ENEEENENEEENENESEEEEE
REFERENCE GUIDE = PROVIDERS

Qualifying Criteria Quick Guide

DIAGNOSTIC SERVICES

Gender Females Only

- 18-74 for Breast Diagnostic Services
B 21-74 for Cervical Diagnostic Services

Income Must meet [ncome Guidelines

Health Insurance

CLIENTS MAY HAVE INSURANCE

Citizenship

Must be a US Citizen or Permanent Resident*
*must provide front and back copy of Permanent Resident card

Health Status:

Must need services to diagnose breast or cervical cancer

Forms

Only forms printed 2022 or later are accepted (Date found in upper right-hand cormer]

Enrollment

BREAST can be enrolled as a diagnostic client at the provider's office for
diagnostic work up for breast issues or if they have had an abnormal
SCreening mammogram.

#  Breast enrollments must follow the National Comprehensive Cancer Network
(MCCN] guidelines. If a client has a suspicious clinical breast exam, a diagnostic
mammaogram alone does not meet dinical standards (shown on the Breast
Diagnostic Enroliment Follow Up and Treatment Plan Form [BDIA]).

CERVICAL can be enrolled as a diagnostic dient at the provider's office for
diagnostic work up for abnormal pap tests.
¢ Cervical enrollments must follow the current ASCCP Guidelines [shown on the

cervical Diagnostic Enrollment Follow Up and Treatmant Plan Form (CDILA)).

\Womean's and Men’s Health Programs ...
Incame Eligibility Scale

for Every Woman Matters
Effectiva kel 4, J023 Juna 50, 2004
Foarly lecoms Moasthly Income
#atifeeph & o Peiphe |
Waredii FReE 5. Bomstion Motk e T

1 o3ms | dlasELman 1 D41,218 41218273

3 B EEC E] 51,843 ErTEr M Fiasi

3 GEMmm | draselmmany 3 iR ] '::’

1 e 4 N0 | 2N

5 GENAS | GiG180 TREh 5 (e RATHE

O eHem | HoiE-sess E (e dmane 7wy

L Call 1 43000 5D ST 7 Call 1B

e e e g s e wire s g vt PO, Box 94817

Please call 800-532-2227 to speak with a program Nurse regarding completion
of diagnostic forms or to answer diagnostic questions.

Lincaln, ME 58509

Tell Free: B00-532-2227
Faox- 402-271-0513
dhhs.ewm@nebraska gov




o
CERVICAL DIAGNOSTIC ENROLLMENT —
Follow Up & Treatment Plan for Women 21-74 B Sl S
PROVIDER NOTES: 301 Centannis| Mall South - 0. 30w 535
» clients with insurance MAY STILL BE ELIGIBLE for diagnostic services. Lincein, BI0S-2817 Fax 402-571-0513
= If client is currently enrolled for screening services complate ONLY tha name and DOE on 1-B00-332-2237
pages 3and 4. _ 3 v dnhs re v/ wamensheaks
Diagnostic form instructions may now be found online at dh hs.ne.{guvfzwm!urms P el et B
= Male clients - MOT eligible for screening or diagnostic procedures (see Tronsgender Policy pg 73 peican it it e, T B £33 7360
ond pg 80 in the Women's & Men’s Heaith Program Provider Forticipation Manuwal) Lo

Please answer each question and PRINT clearly!

First Name: Middle Initial: Last Name:
Maiden Name: Marital Status: D3ingle DMarried 2Divorced DWidowed
Gender: JFemale OTransgendsr Do you identify as: DHeterozexual Jleshian JBisexuzl JGay
JFemale to Male

DMale to Female

Completing
Cervical

Birthdate: ! ! Social Security #: Birth place _
ity and state or country of Beth
Address: Apt. #
City: County: State: Tipe
Home Phaone: | ) Work Phone: | ] Cell Phone: )

Preferred way of Contact? DJHoma Owork ZCezll Isit okay to text your cell phone?  Dves Do
Jves | want to recaive program inforrnarion.b',l email. Email:

% CONTACT INFORMATION

Contact person: Relationship:
Phone: | 1 DHome Dwork Dcell
[ ] [ -
are you of Hispanic/Latinalo) origin? Are you a Refugea? ves DNo DK
r ] E ; C : Tives Do DUnknown If yes, whara from:

I O O I ‘What is your primary language spoken in your home? Highest level of education completed:
IEnglish  5panish  Dvistnamese T<gth grade D5ome high school
other, “JHigh school graduate or aquivalent

5ome college or higher ZDon’t know

What race or ethnicity are you?  forech ai boves that agely) 2Don’t vant 1o answer

3American Indian/Alaska NHative

Tribe How did you hear about the program:

JBlack/african American Jpoctor/Clinic

“Mexican American Dagency

Jwhite DMewspaper/Radio/ TV

D asian Family/Friend

2pacific Islander/Native Hawailan “21am a current/Previous Client

ZJothar 2 Community Health Worker

Junknown Dother

Have you ever had any of the following tests?:

Pap test ez TINo TIDE Have you ever had cervical cancer?
Brevious/Prior PaptastDate ___ /[ JMo Oves DDK* Whem: _ J f
The result: “Mormazl Dabnermal DDyt
Mammegram Dves Do DDE*
HPV test Tves DNo DDE* Previous/Prior Mammaogram Date I F
Previous/Prior HPY testDate____(__ [ The result: JMormal DAbnormal DDK*
The result: Znormal Dabnormal okt
Has your mother, sister or doughter ever had
Have you ever had 2 hysterectomy breast cancer? D¥es DNo DK
fremoval of the uterus)? Dves DMo DDE*
23 Wasyourcervik removed?  OYes Mo DY Hawve you ever had breast cancer?
2b. Was your hysterectomy Mo Oves DDK* when: S
to treat cervical cancer? DOvYes DONe ODX*

1-Enrolimant Continue to Page 2w




First, check to make sure client filled
everything outf on pages | and 2

for clients not already enrolled in EWM

By Piasa Hutts

CERVICAL DIAGNOSTIC ENROLLMENT
Follow Up & Treatment Plan for Wemen 21-74

NEBRASKA

- 50, o 4217

Clients with insurance MAY STILL BE ELIGIBLE for dizgnostic services. e
+ Fdian s curenty snroled for scresning services complete ONLY the nams and 008 on P
pagss h

bl nosm. Jorm instructions may now be found online 3t dhbs.ne gov/ewmfoms
3%z client: =lig ng or diagnoste procedures (see Tansgender Poficy pg 73
o8P0 20 the WamEn's & Mems st Pragom o aer ForeEneten e

Please answer each question and PRINT clearly!

First Name: Middle Initial: Last Name:
Maiden Name: Marital Status: OSingle OMarried DDivorced DWidowed
Gender: JFemale OTrznszends Do you identify as: OHeterosexual Jlesbian OBisexual OGay
SFafnale s Male

DMz 1o Female

Birthdate: /. / Sacial Security # - - Birth place

[
Address: Apt. #

City: County: State: Zip:

Hame Phone: | ) Work Phone: | ) Call Phone: [ )
Preferred way of Contact?: DHome Owork Jcell isit okay to text your cell phone? Jves Jnio

es | want to receive program Email

Contact person:

Phone: (____) OHome Dwiork Ocel

Are you of vispanic/Latina{o) o are you a Refugee? Dves Ona 0K
Oto OUnknawn If yes, whers from erstears
Wihat is your primary language spoken in your home? Highest level of education completed:
Jengish  Ospansh  OVietnamese D<sth grade Dsome high scho

gracuate or equivalent
or higher D0on't know
Spon'twant to answer

what1aceor stheicty are you? et
DAmerican indan/aaska Native

How did you hear about the program:

]Eli(kfnflranamylran )Dn('ﬂlt:hn(

texitan american Dagen
)x n ( st ewspapzr,’namom
2a DFamily/Frien
3 pagifc stander/atve Hawaiian v areatfoveious clant
Jother Dcommunity Health warker
Junkndwn Dather

Have you ever had any of the fu\luwing tests?:

-
e e

Paptest Hava you ever had cervical cancar?
Flpwcusmrmrpiptzs(naw j__t ONo Oves DOK*  whem: [ [
The Hormal ‘)Abnarmal QoK
Mammogram Dves OMo ODK!
HPY test Ovs Mo oK* Previous/prior Mammegram Date __[__/___
Ereviaus/Prior HPY tastDate____[___/ The resu't: Onormal Jabnormal D0K*
The resut OMormal 3bnarmal OK*
Has your mather, sister or doughter ever hzd
Have you sver had 2 hysterectomy breast cancer? Otes GNo DK
(removal of the uteru: Ov¥es DHo DDK'
23 was your mmmp Dves Ono DK rmeyouuerhaumemcan:aﬂ
2b. Was your hysterectomy lo Oves ODK*  When: [/ /
o weatcarvial cancer?  Ovas Omo Oox?
1- Enroliment Continue to Page 2 -

Finish the section beloy

read the consent... check a box... then sign & date and you're done! -

Ima b rguireata shaw pree that my e s wite tr rogee came

What s your household in income before taxes?  OWeskly OMamhy Dearty Income: §
esze Note. Seif smaloye taves

How many people five on thisincome? 31 32 33 32 05 36 97 55 38 010 911 012

Do you have insurance?*  Qves IFyes, isit. IMegcare for pecsle 65 and oer

Dtiareftio Coversge Sart DratAancd
*clients with insurance IMCes [ Loverage o )
MAY STILL BE ELIGIBLE Carmssraphic nsurance Ordy .
ey Private Inzumsnce with o wihnut Medesd Supplement

(pleaze fist]

Infarmed Consent and Release of Medical information

B Youmust read and sign this page to be a part of the Every Woman Matters Program.
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it oy i o

* lunderstand shat | may be askec i i 0 make changes i my et a2 part of ihe health sducation ofececia me. | ungersiand that
etere | maie : re srevizer sanut conzerzar questions
t 3
+ nmue e witn tne cinie sasut mow | am geing a pay sy s e are et i oy B
o imsyee o

rassing anjar neastn scuceon ma: row that 71 mave witnout gving my mai
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My healtn care provider, racioiogy unit, anfar hasg el can e resits af my bresst anc/or cenvical ancer screaning, foSw up exams, dagnest
sei3jar restant o B,

+ > smist ma i mmasing the a3t esitn zare saclsions, EWM may smace o £03 other mexth care informatisn Inciuciny 18D TaRITS ane Rasitn nistery Wtk oy hesttn
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In order to be eligible for EWM you must be a U.S. Citizen or a lified ali under the Federal and
Nationality Act. Please check which box applies to you.
* For the purpose of complying with Neb. Rev. Stat. 4-111{1){b], | attest as follows

2 |am 2 citizen of the Unitad
OR

eral Immigration and Nationality Act, 8 U.S.C. 1101 et seq,, as such act
d is Iswfully present in the United States. | am attaching 3 front and back copy of my
USCIS documentation. {for example, Permanent Resident Card or A-Number/Alien Registration Number)

I hereby attest that my response and the information provided on this form and any relsted application for public
benefits are true, complete, and accurate and | understand that this information may be used to verify my lawful
presence in the United States

Please Print Your Name (first, midole, last) Your Signature
_JJ
Date Vour Date of Birth

Enroliment -2

Income,
attestation, and
signature are all
required

anish forms
available online


https://dhhs.ne.gov/Documents/EWM_Cervical_Dx_Spanish.pdf

*Clients with insurance MAY STILL BE Yt

Cervical Follow-Up and Treatment Plan ELIGIBLE for diagnostic services.
First M Last DOB
Screening: Maime: City and Phane &:
Clinie that initisted care

Diagnostic: Naimee: Tty and Phone

Clinic that patient wes referred to

Pap/HPV results: Find the client’s result below and mark the date of service for the Pap/HPV and procedure listed directly undemeath.

rf vuur dIem s procedure!s NOTHsted clrreq:twI underneath the Pap,"uw resun lt rnas.I not be re[mhursahfe hv EWM. Ca}l EW‘M to dtscuss

e
na};‘ﬂ;m Lp Dae_ S/ Date_/__/ Date_ [/ Date__ [ _J Date__/__J Date__[__/ Date__/__/f Date__f__J
JCervical lesion ] CHPY unkngwn of : JColpmcapy W | L imim ediste i npadied u ] JTreatment
S olpascapy with Sepeat HAY HPY-Repeat cytobogy | Ofepeat HIV at | Bopsy (bomsy diag nostic LEEP Treatment ar W olpos copy with referral o OB/GYN
wopsy testing in 1 year in 2-4 months {not 1year resuits <CINZ for Fapand colpo | Solposcopy with tapsy + ECC and
pos:__J [ tmust re-enroll in aligibie for Soyaar OM 3risk | result discepangy | WOPSY Aematie | Camplete poge 4.
State Pap Program f | calposcopy) i 306 i52.9% lyear pos:__ /. [ i ik | Eokicabitl Cervical Cancer
2 pos: _J_ apsy
under &0} Oftepeat co- folkow-up) Treatment Section
testing at 1 year oos S S JRepeat Jolposcopy with | Ofoth to be doneon
JRepedt C-testing colposcopyin 1 tapsy thasame day
in 1 year {must re- CHEHIY 15 o 18 Oflepeat HPV st L | year recomimEnded oos: _ J_f_
anroll in StatePap Colposcopy with Repeat cytology in ear intenval (4-24% CIN 3 risk]
Program if under 40} | biapey 24 months
DO0%__ 4| ino HPV test allowed (rilepeat HPY at 3 Hmmediste ; X
F per guidelines) wear interval diagnostic LEFP for | CEndometrial and
HATHA 15 o7 1 Pap and Snccchnical
. woipo discrepancy | sampling
Colposcomy with : Dos:__J_ Dos:___/__J
Gopsy SLolps0opy with A A
Dos: F— biopsy JRepeat HPV test 6
DOS: P months #
HColpas copy
pos__f__
Fhysidan: Cilrikc Name: Daw ofSarvice: ___J___ [

DClient Refused  initishe: Clent formed Refusal FormyService Provider Document

DO5= Dot of Service

* Final Diagn osis: §
This section must be JNormal! Benign Inflammation; HPAW Condylomata/atypla; Treatment not indicated / Repeat Pap/HPV or Co-test 1 year
completed before sending ﬂq“'ﬁ”"c'w Rasits

to BWM 2CIN
AN carcinama in sty
Mrwvashve Cancer

—b b

Date of final diagnosis or pathology report:

Complete with
the client’s
name, DOB,
and screening
provider where
her Pap was
performed

(if applicable)

Fill in your clinic’s
information under
diagnostic provider.

Let’s get started!

Page 3 of the Cervical Follow-up & Treatment Plan can be filled out by any member
of the health care team at a primary care, OB/GYN or surgical provider's office.




Page 3 — Pap results

Cervical Follow-Up and Treatment Plan e MMimaanLIRE e
Find the client’s Pap test result and mark the date of e il R

service for the Pap L [saeening

Diagnostic:
Clifiic that patient was fefered to

Co-Testing with Negative Pap but with visible : , : _ : - _
. . . Instructions: Please send this form to EWM along with Pap test and colposcopy results when diagno stic workup is complete. Must follow current ASCCP guidelines: www.ASCIP.ong
cervical lesion or HPV+ (for clients age 30+) :

HPV Result

Nam City and Phone

Date___f___/
Iag ative Pap Date__ /! Date___J___ 1 Date [/ _/ Oate [/ [ Date__ [ _/ Date__ [/ 4 Date_ /4 Date__J |
U n S O TI Sf O C To ry P O p Cerdical lesion FHPY unkn own o : JColpos copy wi Jimamy ediate JExpedited T JTreabment
Holposcopy with Ciflepeat HAV HPY-Repeat cytology | Sfepeat HAV at Bapsy (biopsy diagnos tic LEEP Tiraatmeent or Hoolposropy with referral o OB/GYN
Lopsy testing in 1 year in 2-4 manths {not 1year fes wits <CINZ for Papand colps | Colposcopy with blapsy + ECC and
oos:__/__/ {mist re-anroll in aligitds for Syear CM 3risk | result discrepancy | BOPSYAdegtatie | Complete page 4:
State Pap Frogram # | colposcogy | .’ 5 2.9% 1year pos:__J _/ (2559% c'"i,““" DEntonetial Cervieal Cancer

Atypical Squamous Cells of Undetermined ot Ol | Mk o0s. - Kol
pos: __f__f JRepeat OBath tabe donean

Testing at 1 year SColpos copy with

Significance (ASC-US) nepe s coteting eyt | ey g
in L year {imust re- CHIHPY 16 or 18 Jflepest HPV a1 | year recommended v T
anroll in State Pap Lolpascopy with HRepeat oytolagy in wear interval A-24% 0N 3 rigk}
Program if under 40} bopsy 2-4 manths
Dos___J_J | {mo HPV test allowed (Ifepeat HPY at 3 (Hmmeaiate
diagnostic LEEP for FEndometrial and

Low grade Squamous Intraepithelial Lesion (LSIL) L e oo darr Otntomes
-ﬁ;!;J dis.:.repjnf.-,- sampiling

a:ﬁ:c-mr with s sk DOS: . f_ S .
Atypical Squamous Cells Cannot Rule out High s o geaimiens| :
o

grade (ASC-H) TSI

DClient Refused  pnitiote: Clent informed Refussl FormySerdce Provider Documant

High grade Squamous Intraepithelial Lesion (HSIL)

* Final Diagnosis:

H This section must be mal/Benign Inflarmmation; HPV Candylomata/atypla; Treatment not indicated / Repeat Pap/HPY or Co-test 1 year
Atypical Glandular Cells (AGC) complerd betors sandng [EVTACIERL ; , /
to EWM SIRI

CIN N carcinama in sty
Hrrvea sive Cancer

Squamous Cell Carcinoma e -
ate of final diagnosis or pathology report: ____ /_ J/




Page 3 -Diagnostic workup and Final

Diagnosis

- *Clients with MAY STILL BE Lmoa
Cervical Follow-Up and Treatment Plan LI GIBLE Rardisgostk: seions.

Ml Last DoB

- The row under Pap results shows what procedures

are allowable based on age and HPV status for L sweeing [
women with those particular Pap test findings. - Diagnostic. ~foune

Instructions: Please send this form to EWM along with Pap test and colposcopy results when diagno stic workup is complete. Must follow current ASCCOP guidelines: www.ASCCP.ong

Check the box with the diagnostic procedure
done and fill in the date of service.

Date_f_/. Date__/__/ Date__J__J Date_/_J | Dme_/ / |ovae_s s | Date_y_ 4 Date__J__J Oste__J__J

- Send corresponding clinical documentation e

including Pap results or form may be refurned 10 YOU. N S5 [owmem |kt | ovmivn | s |smiie |vonns | v | 2ot won
B0 pay testing in 1 wear in 2-4 months (not 1year fs ity <CINZ for Papand colps | Colposcopy with blapsy + ECC and
oS/ { imist re-anroll in eligitée for Svear OM 31k | result disorepandy m";’;‘ﬂc‘aﬂéﬁi’: O€odametiial Complete page 4:
. . M Srate Pap Frogram if | colposcopy ) s £ 5 2.9% 1ypear pos:__/ _J T - - Cervicol Cancer
- If you are a screening provider, form must be given e ) onepeaco- | blower i T e
1_ d. 1_. .d f | 1_. b f d, et G tedi g testing at 1 year oos: S S {::‘:;ilwi“ ui);c:s!:m{gwwnh ;:Sg;:‘?;aunean
O dlagnosTIC proviaer 1or completion perore senaing inL year fmustre | AHPY 16 or 18 ORepestHpv a1 | year recomended | DOt
enrollin StatePap | Colposcopy with Repedt cytokgy in year inerval 14-24%CIN 3 risk}
.I-O EWM Program if under 40} | biopsy 2-4 months
¢ Dos | fno HPV est allowed aflepeat HPY aL 3 CHmimediste i L
i e r guidelines | year inerval 3:?::]“ LEEP for e:;:g "N‘g’l'i' and
HATHPY 16 or 15 1
o o . . o . Cokpascony with == cipo discrapancy | sampling
. All clinical d tat uding th Iment . il e
C |n!Cq ocumentia |On- INciuain e enroliiment IS el o ;wfl o
] s ;
due within 2 weeks of service. ocoman

Physidan CHmic Name; Daw ofSenvices__ J [

- Check the final diagnosis and date of B e

diagnosis * rl g
* This section must be ONarmal/ Benign Inflammation; HP\Y Candylomataatypia; Treatment not indicated / Repeat Pap/HPV or Co-test 1 year

completed before sending ﬂ:'."lﬁ'lml”“‘" Railts

to BWM G

- If you do not check a final diagnosis, your form may SN cardnoma in s
be returned to you. P




Page 4 — cervical cancer referral and

frearment

1ianzs

Cervical Follow-Up and Treatment Plan )
Women under age 40 who require Pap at 1 year as follow-up must enrollin the Nebraska State Pap Plus Program in crder for this
service to be covered. CIN I or Il with no margins involved: Repeat cotesting at 12 & 24 months.

If client gets diagnosed with NG TR =
Sguamous cell carcinoma, CIN _ T B
II, CIN I, or Invasive Cancer®: Consifton Datetoge clentopmons

Treatment regimaen consists of (cryotherapy, cone, LEER surgery, chemo, radiation, etc.)
Treatment Scheduled Date; Treatment Performed Date;

MOrk i‘I‘ On finOl diOgnOSiS On pg 3 Cancer treatment refused date Client made informed decision: GYes ONo

Reason for refusal:

:
Indicate type of freatment and T ——————————

Women under 40 who are in need of 12-24 month repeat Pap/HPV must enroll in the

Where Clien-l- iS being referred (pg 4) Nebraska State Pap Plus Program in order to have the Pap test coverad

Age 40-74 Age 40-74

Fill out Treatment Funds Request
Form lPri:nr Paptestdate: _ /  /  Results:

CIN Il or Il with No Treatment Done
Observation - colposcopy and cytelogy at 6 month intervals for 12 months
Date: ! / Results:

CINI or 1l with margins involved
Colposcopy and cytology with ECC
Re-evaluated at 4-6 months

Date:  / /  Results:

Mame of Clinic: City: Date: _ f

Fax: 802-47 1-0913 | | Mall: Bvery Woman Matters, P.O. Box 94817, lincodn, NE 53509-4817 || | Questions: 800-532-2227
Towiew ins Lructhons or to print out for ms: wwwdhhs. ne gov/EWMiorms

Fand s for this project weve prowided through the Gemers for Disease Control and Prevention Breast ond Cervical Berly Detection Progrom end the Wel ftegre ted Screening
ol v i tiow o ¢ Wivmern Across the Mo tion Coop erctive Ageements with the Nebrosko Depovtment of Heith ond Humen Serices. N
Treatment Plan - 4



https://dhhs.ne.gov/Documents/Treatment_Funds_Request_Form.pdf
https://dhhs.ne.gov/Documents/Treatment_Funds_Request_Form.pdf

Women’s Cancer Program

If your client gets diagnosed with Squamous cell carcinoma, CIN Il or CIN lll, or
invasive cancer through EWM, by Nebraska state statute she may be eligible for
Nebraska Medicaid for LEEP, Cold Knife conization, or other cancer treatment
through the Women's Cancer Program (WCP).

this treatment Medicaid is specific to our program including EWM income guidelines
(250% of Federal Poverty Guidelines)

clients with cervical cancer diagnosis have access to WCP Medicaid for 60 days, or 6
months if invasive, or throughout their cervical cancer treatment

We provide the client with the WCP Medicaid application

clients must not have adequate health insurance in order to be eligible for Medicaid
through Women's Cancer Program

If client has insurance that is limited coverage/benefits, we will work with Medicaid to determine if
insurance is considered creditable or not. If insurance is deemed not creditable, client may be
eligible for WCP.



Women’s Cancer Program

If client is diagnosed with Squamous cell carcinoma, CIN Il or CIN |lI, or
invasive cancer :

Call EWM at 1-800-532-2227 and ask for the nurse if you have any questions or
need to discuss next steps.

EWM staff will contact client and send out our Medicaid form.

Clinic should submit the Treatment Funds Reauest Form to EWM.



https://dhhs.ne.gov/Documents/Treatment_Funds_Request_Form.pdf

Page 4 - Follow-up of Previous Abnormal

sigleligle

Only for women who need
follow-up after a previous
abnormal finding (such as CIN
Il or lll)

Pre-authorization not needed, but
must follow ASCCP guidelines.

Do not fill out page 3, just bottom
of page 4 along with clinical
documentation

Send within 2 weeks of date of
service

6 month follow up NOT allowed for
women under age 40

Lias

Cervical Follow-Up and Treatment Plan )
Women under age 40 who require Pap at 1 year as follow-up must enroll in the Nebrasko State Pop Plus Program in order for this
service to be covered. CIN Il or Il with no margins involved: Repeat co-testing at 12 & 24 months.

First M Last DOB

Client referred to who will take over care.
Cliniciany Clini < naim & and city/phone

Consultation Date to glve client options:

Consultations can only be relmbursed il provider nofmally brings dients into the office for dansultation

Treat ment regimen consists of (cryetherapy, cone, LEER surgery, chemo, radiation, ete.)
Treatment Scheduled Date: Treatment Performed Date;
Cancer treatment refused date Client made informed decision: Yes ONo

Reason for refusal:

Follow Up not covered by Bvery Woman Matters
Women under 40 whao are in need of 12-24 month repeat Pap/HPV must enrall in the
Nebraska State Pap Plus Program in order to have the Pap test covered

6 Month Follow-Up of Previous Abnormal Finding

Age 40-74 Age 40-74

Prior History=:

Prior Pap test date: ! 4 Results:

CINII o lil with No Treatment Done CINWGs I wHCTargins Snvoled
Colposcopy and cytology with ECC

ation - ' C 5 i e r 12 5
Observation - colposcopy and cytology at 6 month intervals for 12 months Rle-evaluated at 4-6 months

Date: f f Results: Date:  / T Results:

Name of Clinic: City: Date: ___f___ J

Fax:402-471-0913 || Maill: Bvery Woman Ma tiers, 0. Box 94317, Uncodn, NE 53500-28 17 || Questions: 800-532-2227
To view instructhons o7 to print out forms: www.dhhs ne gov/ERMionms

Funds for this project were povided tarough the Centers for Disese Control ond Prevention Srest and Cervion! Early Deteotion Frogrom o nd the Wil integno ted Screening
o Evba tiow o Womern A cross the Mo tion Cooperstive A greements with the Mebrosk Dep ortment of Heth ond Hamaen Semices. .
Treatment Plan - 4




Reminders

Must follow ASCCP guidelines.
Clients for cervical program must be 21 or
older.
Instructions are no longer printed. Forms
and instructions can be found online at
www.dhhs.ne.gov/ewmfiorms. We update
forms frequently. Please go to the website
for the latest versions.
We do NOT cover:

« pelvic ultrasounds

« endometrial biopsies (EMBs) for any

reason other than AGC Pap test result

Forms must be complete, including final
diagnosis and providers must submit
copies of all diagnostic tests within 2
weeks.
Call EWM at 1-800-532-2227 if you have
questions!



http://www.dhhs.ne.gov/ewmforms

Additional Questions regarding
Cervical Diagnhostic Enrollmente

Contact an Every Woman Matters representative:

Every Woman Matters
7 NEBRASKA
www.dhhs.ne.gov/womenshealth
dhhs.ewm@nebraska.aov Good Life. Great Mission.



http://www.dhhs.ne.gov/womenshealth
mailto:dhhs.ewm@nebraska.gov
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